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In the Adult Cardiac Surgery section of this issue of Operative
Techniques in Thoracic and Cardiovascular Surgery, Dr
Anyanwu and Maltais expertly describe and illustrate non-
sternotomy approaches to left ventricular assist device (LVAD)
placement. Heart failure due to left ventricular systolic dysfunction
is the ﬁnal common pathway for survivors of many cardiac
conditions. More patients are being considered for mechanical
circulatory support as medical therapy for heart failure improves,
and our patient population ages and becomes more complex. To
make the situation more challenging, many patients referred for
LVAD therapy have had at least 1, if not 2 or 3 previous heart
surgeries. As a result, many patients have anatomical features that
might prohibit traditional sternotomy for LVAD placement. As
LVADs are now an approved therapy for bridge to transplantation
as well as destination therapy, anatomical features prohibitive of a
redo sternotomy should not be a barrier to implantation. In an
interest to minimize the morbidity associated with redo
sternotomy, and with an eye toward facilitating future trans-
plantation for those eligible patients, several surgeons have
perfected the technique of nonsternotomy LVAD placement. Drs
Anyanwu and Maltais are creative and gifted surgeons who have
been on the forefront of nonsternotomy LVAD techniques, and we
are grateful they are willing to share their expertise in this issue.
Mechanical circulatory assist devices continue to evolve and are
becoming smaller and more durable. The terminal heart failure
population continues to expand, and more surgeons will ﬁnd
themselves incorporating long-term mechanical circulatory
support in their surgical repertoire. A basic familiarity with
the techniques described in this issue will allow surgeons to
incorporate these operations and techniques to make LVAD
therapy available to more patients and to minimize overall
operative morbidity associated with LVAD placement. The
techniques described use the 2 presently Food and Drug
Administration–approved devices, but it will surely be
adaptable to other devices as they are developed and
approved. Although novice surgeons may not embrace the
operations described herein, I am conﬁdent that in future
years these will become the predominant techniques used for
LVAD implantation.
Congenital
James Hammel describes the performance of the Norwood
procedure using an additional descending thoracic aortic
cannula. The technique allows for near-normothermic recon-
struction of the arch and a shorter cross-clamp time. The
strategy has crossover application for other arch reconstructions
such as interrupted aortic arch and hypoplastic aortic arches.matter r 2014 Published by Elsevier Inc.
53/j.optechstcvs.2014.12.001It is a logical strategy to explore. The potential beneﬁts or
complications will need to be evaluated with multiple other
surgeon investigators.
Corrected transposition has almost more surgical algorithms
than any other diagnosis. Dr da Silva describes and nicely
illustrates a new method employing pulmonary root trans-
location in anatomical correction for congenitally corrected
transposition of the great arteries with a ventricular septal defect
and pulmonary stenosis. If the root is small, an augmentation
technique is employed. Dr Da Silva's innovation precludes the
need for a right ventricle to pulmonary artery conduit—a very
attractive option that could eliminate or lessen the need for
future reoperations. It is novel application and one that is worth
adding to the armamentarium of surgical options.
Thoracic
Pectus excavatum remains a troubling chest wall deformity with
signiﬁcant physical and emotional considerations. In this issue, Dr
Nuss and colleagues describe their minimally invasive procedure
and report on their experience. This procedure originated in
pediatric patients but is becoming more popular for young adults
and as a hybrid approach for difﬁcult redo patients. Dr Singhal
and colleagues provide a very clear description of the traditional
repair. An interesting modiﬁcation is their use of a permanent
plate ﬁxation for the sternal osteotomy rather than the traditional
pectus bar which needs to be removed.
Transplant
The application of venoarterial extracorporeal membrane
oxygenation has dramatically increased in volume and
outcomes as applied to patients experiencing cardiogenic
shock. In their article, Babu describes the myriad techniques
to use peripheral and central cannulation to achieve adequate
systemic perfusion and appropriate decompression of the left
ventricle to allow recovery as well as bridging to therapies
such as LVAD. Importantly, an emphasis on enabling
ambulation to prevent complications of myopathy and other
catastrophic complications is outlines.
Lung procurement following donation after circulatory
death (DCD) is the largest new source of donor lung
allografts. In the article by Saxena et al, the process used by
the Alfred Hospital Lung transplant program for DCD
procurement is outlined. Their experience with DCD is the
largest and most successful in the world. The stand-
ardization of their protocol is applicable to all transplant
procurements. Wider application of DCD procurement will
increase the number of successful lung transplants
performed.253
